Background: Previous studies have examined racial and ethnic disparities in the receipt of family-centered care among children with special health care needs and health plan enrollees, but the extent of disparities in the general pediatric population remains unclear. Objective: To examine racial and ethnic disparities in the receipt of family-centered care among a general population of US children. Methods: Linked data from the Medical Expenditure Panel Survey and the National Health Interview Survey (2003)(2004)(2005)(2006) were used to study 4 family-centered care items and an overall composite measure of family-centered care. Adjusted models examined the extent to which child characteristics, socioeconomic, and access to care factors explained racial and ethnic disparities in the provision of family-centered care. Results: Black children have similar experiences as white children on overall family-centered care and on each of the 4 components of family-centered care in models that adjust for child characteristics and socioeconomic factors. In contrast, differences in dimensions of and overall family-centered care between white children and Latino children, irrespective of interview language, persist after multivariate adjustment. Conclusions: Future research should examine the extent to which Latino-white differences in the receipt of family-centered care can be narrowed with programs and policies geared at improving parental education, health literacy, the quality of provider communication, and quality improvement strategies for health care systems. *All regressions were adjusted for sampling weights provided in MEPS to ensure that the results were nationally representative of the non-institutionalized civilian US population. Goodness of fit in these models is 0.03 to 0.04. Adjusted R squares for the composite index are 0.03 from model 1 to model 3, and 0.04 for model 4 and model 5. † Unadjusted model. ‡ Adjust for variables in model 1 plus age, health status, gender, and citizenship and nativity status. § Adjust for variables in models 1 and 2 plus mother's education and family income. ¶ Adjust for variables in models 1, 2, and 3 plus health care access and health insurance. Adjust for variables in models 1, 2, 3, and 4 plus US Census Regions.
F amily-centered care is an important approach for improving quality and reducing racial and ethnic disparities in health care quality. 1, 2 Family-centered care is defined by a set of processes of care that include core components of respect, honoring family diversity, sharing information, collaboration, and partnership. 3 Prior research suggests that family-centered care may improve patient and family outcomes 4 and increases patient and family satisfaction 5 as well as professional satisfaction with care, 6 decreases health care costs, and leads to more effective use of health care resources. 3 A diverse range of professional organizations, governmental agencies, and accreditation organizations recently prioritized family-centeredness as a core pillar of pediatric health care quality. For example, numerous care recommendations from the American Academy of Pediatrics (AAP) emphasize family centered care as the foundation for parent guidance and care. 1 The Maternal and Child Health Bureau (MCHB) adopted familycentered care as one of 6 national performance measures for children's health care. 7 Most recently, the National Committee for Quality Assurance (NCQA) included components of family-centered care as a required element of the Physician Practice Connections-Patient Centered Medical Home (PPC-PCMH) standards for health plans. 8 Previous studies have examined the provision of family-centered care and disparities among children with special health care needs (CSHCN) 9 and among children enrolled in health plans, 10 but the extent of disparities in the general pediatric population remains unclear. This study uses a large national dataset of a general pediatric population to examine if black and Latino parents report receiving care that is less family-centered compared with white parents and the extent to which racial and ethnic differences persist after accounting for socio-demographic and health care access factors.
METHODS
This study used a linked dataset of the Medical Expenditure Panel Survey (MEPS) and the National Health Interview Survey (NHIS) from 2003 to 2006. MEPS is a nationally representative telephone survey providing estimates of health service utilization, expenditures, adequacy of familycentered care, and socioeconomic characteristics for the current US civilian noninstitutionalized population. MEPS oversamples racial and ethnic minorities to produce reliable subgroup estimates. The parent or legal guardian most knowledgeable about the child was the primary respondent in each household. Details on the NHIS-MEPS survey methods and weighting procedures are available elsewhere. 11 This linked dataset yielded a sample size of 18,894 children ages 0 to 17 years. This study excluded CSHCN (n ϭ 3840) as identified by the CSHCN screener developed by the Child and Adolescent Health Measurement Initiative. 12, 13 We also excluded 4526 children, of which 35% were whites, 17% blacks, 45% Latinos, and 7% of other race, who did not have a doctor's visit in the last 12 months because parents of these children were not asked about family-centered care. An additional 250 children with missing information on dependent or independent variables were excluded yielding a final sample of 4278 white, 1689 black, 3544 Latino, and 757 other race children.
Dependent Variables
A composite measure of family-centered care was constructed using 4 questions adopted by the NHIS from the Consumer Assessment of Healthcare Providers and Systems quality of care questionnaire. 14 Parents were asked, "how often did ͓your child's͔ doctors or other health providers" (1) Listen carefully to you, (2) explain things in a way you could understand, (3) show respect for what you had to say, and (4) spend enough time with you. Questions used a 12-month reference period. Following Ngui and Flores, 9 responses to each individual family-centered care question were dichotomized as usually/always versus sometimes/never. The composite measure is a dichotomous variable that contrasts parents answering "always" or "usually" to each of the 4 family-centered care questions with parents answering "sometimes" or "never" to one or more of the questions.
Independent Variables
Categorization of child race/ethnicity follows the US Census Bureau which includes non-Latino white (white), non-Latino black (black), Latino, and other race/ethnicity based on parental report. Latino children were further categorized by the language of the parent interview (English vs. Spanish). Other independent variables included child characteristics (age in years, gender, overall health status, citizenship, and nativity status), socioeconomic characteristics (maternal educational attainment and poverty status), and access to care factors (insurance coverage and having a usual source of care). Child's age was categorized as less than 6 years of age, greater than 6 but less than 11, or 11 to 17 years of age. Health status was dichotomized as excellent or very good, versus good/fair/poor. Child's citizenship and nativity status were categorized as US citizen and born in the United States, US naturalized citizen and not born in the United States, and non US citizen and not born in the United States. Poverty status based on federal poverty guidelines for a family of 4 was categorized as 0% to 99%, 100% to 199%, or Ն200% of the federal poverty level. Maternal educational attainment was defined as less than a high school graduate, high school graduate, or some college or higher. Insurance status was categorized as private, public, or uninsured. Geographic region included the Northeast, Midwest, South, and West.
Analyses
Bivariate analyses were conducted using 2 tests to assess the general association of dependent variables with each of the independent variables. Logistic regression was used to examine the association between race/ethnicity and whether parents reported always or usually receiving each family-centered care component and the overall composite measure of family-centered care. Multivariate models were specified in a step-wise fashion by entering groups of independent variables in the following order: (1) child characteristics (parent-reported health status, child age, citizenship, and nativity status, and gender), (2) parent education and family income level, (3) health care access (health insurance and usual source of care), and (4) geographic region. All regression models employ the MEPS weighting scheme so that the results reflect a nationally representative sample of children. STATA (Version 9.2) was used for all statistical analyses.
RESULTS
Descriptive statistics for the variables employed in this study are listed in Table 1 . The percentage of parents reporting usually or always receiving each element of family-centered care ranged from 81% of Latino children with parents interviewed in Spanish to 86% of Latino children with parents interviewed in English, 87% of black children, and 90% of white children (P Ͻ 0.001) ( Table 2 ). In unadjusted analyses, the odds of receiving all 4 components of family-centered care compared with white children was lower for Latino children with parents interviewed in Spanish (OR: 0.39, P Ͻ 0.001), Latino children with parents interviewed in English (OR: 0.56, P Ͻ 0.001), and black children (OR: 0.74, P Ͻ 0.006) ( Table 3) .
Multivariate Analyses
In all 4 multivariate models, Latino children, irrespective of interview language, had lower odds compared with white children of receiving all 4 components of familycentered care (Table 3, model 5). In contrast, the difference between black and white children was no longer statistically significant (OR: 0.89, P Ͻ 0.31) once child characteristics and socioeconomic factors were considered (Table 3, model 3) .
Differences with white children persist for both Latino groups in adequacy of explanations and time spent in models adjusting for child, socioeconomic, health care access and region factors ( Table 3, Table 3 , model 5), blacks and Latinos interviewed in Spanish were significantly more likely than whites to say the doctor always or usually treated them with respect.
DISCUSSION
Parents generally report positive experiences of familycentered care for their children, but important disparities exist across racial and ethnic groups. Black children have similar experiences as white children in receiving overall family-centered care and on each of the 4 components of family-centered care in models that adjust for child and socioeconomic factors.
Consistent with research focusing on Latino-white differences in provider-patient communication quality, 10, 15 differences in the individual components of adequacy of time spent and receiving explanations persist between white children and Latino children, irrespective of parent interview language, after multivariate adjustment. Also consistent with previous evidence that nonwhites generally report positive attitudes 16, 17 is a key finding that after adjusting for access to care factors blacks and Latinos interviewed in Spanish were significantly more likely than whites to say the doctor always or usually treated them with respect. Our results have important implications for efforts to improve patient and family health knowledge and health behavior.
The independent association of the components of time adequacy, receiving adequate explanations, and respect for nonwhite children, particularly for parents interviewed in Spanish, suggests that cultural and language factors may impact parents' abilities to get their informational needs met within health care visits or may explain a social desirability bias in reporting. 18 These findings are concerning given the increasing recognition of the value of family-centered care and that much of pediatric health care focuses on communicating information and anticipatory guidance to parents since their behaviors shape the physical, learning, and overall environment of the child.
Since recent studies suggest that physicians can take specific steps to improve patient understanding of explanations, particularly for patients with limited health literacy or language barriers, improving these components of care might narrow disparities in how well subgroups of families understand preventive and treatment recommendations. For example, providing discrete action-oriented steps, assessing comprehension and interactive communication loop techniques, as well as using medical interpreters for families with limited English proficiency have been used to improve patient-provider communication and improve health outcomes. 19 -21 Supplementing provider explanations with appropriate reading level materials can also improve patient-provider communication as studies suggest that educational material for patients often exceeds their reading ability. 19, 22 Provider training and clinical supports that promote high quality patient interactions for patients who have varying levels of education, health literacy, and English proficiency are key areas for further attention and research. Addressing adequacy of time and information requires not only action by physicians but also support from the health system. Primary care clinicians often feel rushed and do not always have complete control over time spent with patients. Responsibility is shared by health plans and medical groups to find ways of making necessary changes occur. 23 There may be a window of opportunity to address this area with the increased attention to family-centered care as part of national performance monitoring and accreditation. It will be important to observe how much these initiatives affect actual or perceived adequacy of visit time as a critical component of health care quality.
Certain study limitations should be noted. These crosssectional results highlight important relationships but do not demonstrate causality. The self-report data may be subject to recall and reporting bias although previous studies assessing racial and ethnic disparities in patients' experiences of care have used comparable measures. Finally, the NHIS-MEPS surveys do not measure all aspects of family-centered care. Some researchers have operationalized the partnership and honoring family diversity components of family-centered care.
In conclusion, Latino parents, irrespective of interview language, experience general pediatric care with less of the core 4 processes of family-centered care compared with whites. The magnitude of the Latino-white disparities is practically important for health care providers and systems, as clinician communication interventions 25 have resulted in effects comparable to the racial and ethnic differences in family-centered care observed in this study. Therefore, programs and policies to improve parental education, health literacy, the quality of provider communication, and quality improvement strategies for health care systems are critical to improve family-centered care and have the potential to reduce racial and ethnic disparities in health. Our findings indicate that family-centered care among the general pediatric population is an important priority area, necessitating continual monitoring to improve provider system performance and ultimately improve health care quality.
